Section of Medicine
President-GEOFFREY EVANS, M.D., F.R.C.P. [April 24, 1945] Steatorrheea due to Lymphatic Obstruction By R. S. BRUCE PEARSON, D.M., F.R.C.P.
TIlE svndrome associated with the passage of fat ill the stools is of exceptional interest both because of the difficulties of differential diagnosis and the still greater difficulty in understanding the pathological basis for the biochemical abnormalities wvhich develop secondarily. great rarities which will not be discussed further. Pancreatogenouis diarrhoea, which may be very difficult to differentiate from the sprue syndromc. will also not be considered more fully, nor will the steatorrhcea found in gastrocolic fistula.
There remain tropical sprue, idiopathic steatorrhwua, coliac disease ind steatorrhoea due to lymphadenopathy. 'I'haysen, in hiis monograph "Non-tropical Sprue", maintains that the first three of these conditions are identical, varying only wvith the a-e of the patient and environment in w hich the condition is acqutired. There are objections to this view but the clinical picture has many features in common. Izod Bennett and Hardwicke have drawn attention to the widespread disturbance of metabolism encountered in these conditions of uncertain patbogenesis. In the following That a somewhat similar symptom complex cais arise as a result of obstruction of the lacteals has long been recogniized. As already mentioned Gull drew attention to this in 1855. Ryle published two cases in 1924 in which tuberculosis of the mesenteric glands was associated with a long-standing history of steatorrh,ea. In a recent paper (1944) Klein anrd Porter described a very remarkable case in which there was eventually failure to absorb fat, carbohydrate and protein due to tuberculosis of the mesenteric lymph nodes.
Hamilton Fairley and Mackie, who have recordecd cases in which lacteal obstruction was due to Hodgkin's disease and to lymphoma point out how difficult the differentiation between tropical sprue and stcaterrhma due to lymp-hadenopathy may be.
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My purpose in describing the three following cases is further to-emphasize the similarity between these two groups of cases-idiopathic steatorrhoa and steatorrhcea due to lacteal obstruction. CASE I.-The first case is that of a woman aged 45 years, first seen in April 1942. She complained of a sore tongue which she had had for eighteen months-due to numerous aphthous ulcers affecting the tongie and gums. She stated that she had suffered from attacks of diarrhoea over a number of years. On investigation she was found to have a macrocytic anamia and a high faecal fat. Investigations carried out at this time were as follows: A chest X-ray at this time showed enlarged mediastinal glands and a small bunch of glands appeared above the left clavicle. These were removed for section and showed the following characteristics reported by Dr. Duncan Clay: "The whole gland is occupied by bulky rounded masses of epithelioid appearance. Very occasional giant cells can be found. There are a number of irregular areas of somewhat 'atypical caseous necrosis. The cell masses are separated by narrow zones of lymphoid tissue. The diagnosis appears to rest between an atypical tuberculous reaction and Boeck's sarcoid." It was concluded that a similar condition affected the mesenteric glands.
The Mantoux reaction was positive to 1:1,000 O.T. in December 1942. A diagnosis of tuberculous lymphadenopathy was made in this case, although the late development of erythema nodosum was difficult to explain. Treatment was with vit. B, plexan, calcium and radiostol. The tongue condition was rapidly relieved but the anaemia was refractory and only slightly improved. Now, after three years, she is symptomatically well although the recent haemoglobin is only 82%. A blood-sugar curve carried out this year was within normal limits. A radiograph of the chest now shows that the enlarged root-glands have returned to normal size. This case had the following features in common with idiopathic steatorrhoca: (1) High faecal fat; (2) sore tongue; (3) macrocytic anxmia. Tetanv was never demonstrated. The diagnosis in this case depended on the appearance of glands above the clavicle, the irregular pyrexia, and the chest X-ray. CASE II.-D. E., a boy, aged 15 years. Admitted in February 1940 with a history of diarrhoea of four months' duration. He had recently had some frequency of micturition. He was thin with a prominent abdomen which felt doughy. There was a history of some swelling of the legs for a few weeks at the onset of the condition but this was never present after he was admitted to hospital until shortly before his death a year later.
He did not appear anamic but the hamoglobin was 80%, his white blood-count was 9,400 and blood sedimentation rate 4 mm. and 5 mm. An X-ray of the intestine showed that the bowel was closely applied to the lower part of the ascending colon, and that there was some delay in the passage of the meal into the cecum, the appearance being suggestive of plastic peritonitis. His Mantoux was negative to 1:10. An X-ray of the spine showed changes of Scheuermann's disease (osteochondritis). There was complete achlorhydria. In spite of the low serum calcium, tetany never developed and Trousseau's sign was persistently negative. He was treated with a low fat diet, calcium gluconate and campolon 2 c.c. daily. He ran a mild intermittent pyrexia up to 99°at first but this fell after six weeks and he became apyrexial. Agglutination tests to the coli-typhoid group were negative.
In February 1941, a year after his first admission, he was admitted with right-sided abdominal pain and passage of blood and mucus in his stools. He was very emaciated, with a high temperature. A mass could be felt in the right iliac fossa. He died shortly after admission.
At necropsy there was a collection of pus in front of the bladder and contained in a thick-walled cavity. The tip of the appendix was included but was not obviously diseased. Some free fluid was present in the abdominal cavity and there were numerous haemorrhages into the mesentery and the peritoneal coat of the bowel.
The small intestine was contracted and not abnormal. The colon was very thickened and cedematous, particularly in the sigmoid region which was matted to form the wall of the abscess cavity. There were submucous haemorrhages throughout the colon. Grapelike bunches of cysts containing clear fluid were seen adherent to the peritoneal covering of the intestines-single cysts were also observed.
On section these dilated spaces were found to be lined by a single layer of epithelium and were thought to be lymphatics. Much enlarged lymphatic spaces were seen in the Section of Medicine 387 submucous layer of the small intestines. The mesentery was thickened and aedematous, and the mesenteric lymph glands were difficult to find, and were not enlarged. On section they showed some chronic inflammatory change but no evidence of chyladenectasis. In this case the high frecal fat, low serum calcium, low serum protein and terminal haemorrhagic condition, possibly due to failure to absorb vit. K, were all present. The blood-sugar curve was, however, normal, the anemia only slight and, again, there was an intermittent pyrexia. The dilated lymphatics indicated obstruction to the lymphatic flow although the exact site of this was not demonstrated. The condition was clearly inflammatory in origin and it was presumed that the chronic abscess had arisen before he was first seen and was responsible for maintaining a low-grade inflammatory process with consequent lymphatic obstruction. CASE III.-F. C., a man aged 55 years, who had complained of weakness and dyspncea for eleven months. He stated that he had had attacks of diarrhoea off and on since the age of 21. He had had dysentery during the last war. For two months before admission he had had diarrhoea with pain in the left iliac fossa. At times he had cramps in the fingers of a few minutes' duration.
On admission to Leatherhead Hospital in May 1942 he was under the care of Dr. Philip Ellman to whom I am indebted for the notes of his early investigations. He was found to be thin and emaciated, with a distended abdomen. A barium enema showed a greatly distended colon, and this was also seen in the course of a barium meal and follow-through. He improved greatly with a low fat, high protein diet, with liver injections, calcium and vit. D by mouth.
He was seen at intervals for the next two years but refused to take any form of treatment and was readmitted in November 1944 with severe diarrhoea and lassitude. His tongue was red and sore: he was generally pigmented. Fresh blood was present in his stools. He had a high swinging temperature. A few days after admission he coughed up blood-stained sputum-a chest X-ray was normal.
His condition deteriorated and he died sixteen days after admission. At necropsy there were purpuric ha~morrhages on legw and arms: the lungs appeared normal except for blood-stained froth in the right eparterial bronchus. The glands at the root of the lung were not enlarged but felt firm and on section showed an appearance suggesting neoplastic infiltration. The intestines, including the colon, were contracted and did not appear abnormal. The mesenteric glands were small, but one was removed for section.
The microscopical appearance of the bronchial and mesenteric glands was identical and is described as follows by Dr. F. G. Cook: "All showed a loss of normal gland architecture, multiplication of reticular cells, many multinucleate forms, and a fair number of mitoses. In places there was invasion beyond the capsule into the surrounding tissues." A diagnosis of reticulosarcoma was made.
In this case, which simulated idiopathic steatorrhcea in great detail, we have steatorrhoea, macrocytic anaemia, low serum calcium with tetany, low serum protein, flat sugar curve, sore tongue and terminal haxmorrhagic tendency.
These three cases all showed a number of the clinical features usually associated with idiopathic steatorrhoea: in two disease of the lymphatic glands was demonstrated and in the third a chronic inflammatory condition of the bowel and mesentery wlhich was thought to have led to lymphatic obstruction. The flat sugar curve found in one of these cases and the low serum protein in two are of especial interest and indicate that though the primary lesion may be in the lymphatic system, the absorption of food substances other than fat is indirectly affected.
